Introduction
In the United States and globally, the populations of both older and younger people with disabilities have been steadily growing and are projected to continue growing in future decades. The number of older people in the United States with severe disabilities/cognitive impairments is projected to rise from 6.3 million in 2015 to 15.7 million in 2065 (Favreault & Dey, 2015) . Most people with disabilities/cognitive impairment receive their care from family and friends, but this population uses various longterm services and supports (LTSS)-including nursing homes, assisted living, adult day services, personal care, and housekeeping-over extended periods. The growing disabled population is expected to increase demand for LTSS. This article describes the current and evolving state of LTSS financing, reviews key issues with the shift of LTSS to home-and community-based services (HCBS), examines the state of LTSS quality, and identifies major policy issues affecting the future of LTSS.
LTSS Financing
LTSS are financed by many sources, which are mainly public ones, especially Medicaid and (if post-acute care is included) Medicare. Efforts to increase the sales of private long-term care (LTC) insurance have failed.
Medicaid
Medicaid is the predominant source of LTSS financing. In 2013, Medicaid accounted for at least 51% of total public and private spending for LTSS (Reaves & Musumeci, 2015) . Moreover, in 2014, Medicaid covered care for 63% of nursing home residents . Federal and state Medicaid spending for LTSS, including services provided through managed care programs, totaled $158 billion in fiscal year 2015 (Eiken, Sredl, Burwell, & Woodward, 2017) . After peaking at 49% of total Medicaid expenditures in 1985, LTSS have gradually declined to 30% of total Medicaid expenditures in 2015 (Figure 1 ). Medicaid may be burdened financially, but it is not because of LTSS.
Medicare
Medicare covers acute and post-acute care for individuals aged 65 and older and certain younger people with disabilities, but it does not cover LTSS. Medicare provides only short-term coverage of services supplied by some LTSS providers (e.g., skilled nursing facility services, home health services, inpatient rehabilitation services), but coverage is limited to skilled, mostly post-hospital care. Medicare does not cover care provided over a long time, nor does it provide coverage for custodial care (i.e., help with daily living activities such as eating, bathing, dressing, and toileting), which is the centerpiece of LTSS.
Historically, Medicare spending on post-acute care was miniscule, but these expenditures have skyrocketed. Total Medicare post-acute expenditures increased from $4.8 billion in 1988 to $74.5 billion in 2013 (Wiener, Knowles, & White, 2017 Report, 2018 , Vol. 28, No. 1, 29-34 doi:10.1093 Advance Access publication April 2, 2018 2013, post-acute care constituted about 13% of total Medicare expenditures. Because of this spending growth, Medicare now has greater impact on some LTSS providers, such as nursing homes, than ever before. For example, the Centers for Medicare & Medicaid Services' (CMS) initiatives to develop quality measures have been driven by Medicare rather than Medicaid (e.g., CMS requires measurement of Medicare spending per beneficiary across post-acute care settings, but does not require measurement of Medicaid spending per beneficiary).
Private LTC Insurance
Having more middle-class individuals buy private LTC insurance that would prevent them from impoverishing themselves and becoming Medicaid beneficiaries has long been a goal of political conservatives, Medicaid directors, and insurance companies. Although market uptake increased, it was always low, in large part because policies have always been expensive (Brown & Finkelstein, 2011; Wiener, Illston & Hanley, 1994) . Now the private LTC insurance market is in a state of near total collapse. In 2000, 125 insurance companies sold policies, but in 2014, only 15 companies offered policies (Cohen, 2016) . While annual sales of individual LTC insurance peaked at 754,000 policies in 2002, sales fell to 120,000 policies in 2014 (Figure 2 ). The number of people with private LTC insurance policies plateaued at about 7 million people between 2005 and 2014, with no prospect of significant increases. Some growth has occurred in products that combine LTC insurance with life insurance or annuities, but they are targeted toward people with substantial assets.
In response to falling rates of return on investments and lower than expected lapse rates, insurance companies have sharply raised premiums and imposed stricter medical underwriting. A recent study estimated that about 40% of the population could not pass industry underwriting standards; thus, many people who might want to buy policies could not do so (Cornell, Grabowski, Cohen, Shi, & Stephenson, 2016) .
Shift to HCBS
LTSS financing and delivery systems have historically favored institutional settings, but government policies, advocacy efforts, and consumer demand have facilitated a shift of LTSS toward greater use of HCBS, including adult day services centers, residential care settings (e.g., assisted living facilities), and services provided in the home.
Overall Shift to HCBS
Medicaid spending on HCBS has progressively increased, whereas spending on institutional services has remained stable; from 2012 to 2015, total Medicaid spending on HCBS grew 
Medicaid Spending on Institutional Services and HCBS for Different Beneficiary Populations
Although the broad trend is clearly toward Medicaid spending for HCBS rather than institutional care, wide variations exist across population groups. In 2015, 44% of Medicaid LTSS spending on older people and younger persons with physical disabilities was for HCBS (Eiken et al., 2017) . However, younger people with disabilities have a higher use of HCBS than do older people. One study of 40 states found that the percentage of LTSS spending for HCBS in 2006 was 46% for younger persons with physical disabilities and 26% for older people (Wenzlow, Borck, Miller, Doty, & Drabek, 2013) . In contrast, nationally, 76% of Medicaid spending on LTSS for people with developmental disabilities was for HCBS (Eiken et al., 2017) .
LTSS Quality of Care
Concerns about poor quality of care in LTSS among government officials and consumer advocates date back to at least the 1970s. The year 2017 marked the 30 th anniversary of the passage of the Nursing Home Reform Act, part of the Omnibus Budget Reconciliation Act of 1987 that substantially strengthened federal standards, inspections, and enforcement of nursing home quality. Measurable progress on quality has been made in nursing homes and by home health agencies. Nevertheless, significant problems remain, and little is known about the quality of HCBS (Harrington, Wiener, Ross, & Musumeci, 2017) .
Although federal quality standards exist for nursing homes, home health agencies, and hospices, states are responsible for regulating residential care, personal care, and other HCBS. As of December 2017, the Trump administration is considering revising nursing home standards and inspection processes to lessen the requirements on facilities, which consumer advocates argue will reduce consumer protections. Responsibility for HCBS by the states means that there is little uniformity in requirements across states, even assuming state requirements exist at all.
As part of their quality-improvement strategy, CMS has placed great emphasis on public reporting of quality measures for individual nursing homes, home health agencies, inpatient rehabilitation facilities, hospices, and hospitals. Public reporting of quality measures is a marketbased quality improvement strategy based on the expectation that, armed with better information, consumers will choose better providers. Such dissemination of inspection or other data on HCBS varies by state, but is rare. The research literature on the effectiveness of public reporting in improving quality in LTSS is mixed.
Nursing Homes
The performance of nursing homes on CMS quality measures has improved. For example, from 2011 to 2016, nursing homes decreased the use of physical restraints, the prevalence of pressure ulcers among high-risk residents, the proportion of residents who lost independence in performing activities of daily living, and the proportion of residents with urinary tract infections, on antipsychotic drugs, or experiencing pain.
Despite these improvements, many nursing homes continue to have serious quality deficiencies, and consumer advocates argue that regulatory enforcement is inadequate. In 2015, more than one in five (21%) nursing homes received deficiencies for serious quality violations. The U.S. Office of Inspector General (2014) found that 33% of Medicare residents experienced adverse events or harm during post-acute skilled nursing stays.
Residential Care Facilities, Including Assisted Living
Because quality standards vary by state and few data are publicly reported, little is known about residential care facility quality nationwide. Although not a survey of care quality, the 2010 National Survey of Residential Care Facilities identified several issues that may indicate quality problems . Among the 52% of residents with behavioral symptoms combined with either cognitive impairment or dementia, 61% were prescribed potentially dangerous antipsychotic medications to help control behavior or reduce agitation. Moreover, despite serving many residents with substantial medical problems, only 17% of residential care facilities reported having any registered, licensed practical, or vocational nurses on staff.
Personal Services and Other HCBS
Although federal and state policy is pushing increased use of HCBS, little is known about personal care and other HCBS quality because these services are regulated by the states. Generally, consumers who use personal care services and those who have family members as care providers report high satisfaction (Khatutsky, Anderson, & Wiener, 2006) . Reviewing the status of HCBS quality measures, the National Quality Forum (2016) reported a lack of standardized measures; limited access to timely HCBS program data; and variability in services (ranging from personal assistance to more skilled care) across the large number of programs, settings, and governmental jurisdictions and throughout a wide range of populations (including older people, non-elderly adults, and children with a range of physical, developmental, and other disabilities). Despite these challenges, the National Association of States United for Aging and Disabilities developed a set of standardized core indicators for states to survey older and younger disabled individuals across programs, and 18 states are conducting surveys in 2017-2018 (National Association of States United for Aging and Disabilities, 2017).
The Future of LTSS
The future of LTSS will be affected by several issues, including the future of LTSS financing reform, Medicaid block grants, the expansion of Medicaid's managed LTSS programs, and the response of LTSS providers to the federal Medicaid HCBS rule.
Future of LTSS Financing Reform
LTSS are expensive and unaffordable for most people. For example, the median cost of a private room nursing home stay in 2017 was about $97,445 per year without insurance (Genworth, 2016) . Medicare does not cover LTSS and few people currently have private LTC insurance. With the near total collapse of the private LTC insurance market, the prospects for a meaningful role for private sector financing are dim. Nonetheless, public opinion surveys show that Americans strongly prefer individual responsibility over government responsibility for LTSS financing. For example, in the 2014 National Survey of Long-Term Care Awareness and Planning, approximately three-fifths of respondents (58.7%) said that they agreed or strongly agreed that it is the responsibility of individuals to finance their LTSS; conversely, about one-third (37.1%) stated that they agreed or strongly agreed that it is the responsibility of government to help pay for long-term care (Wiener, Khatutsky, Thach, & Greene, 2016) . Only 18% of respondents agreed that the government should establish a mandatory public LTC insurance program. With private LTC insurance a demonstrable failure and little support for public options, the path to financing reform is unclear.
Medicaid Block Grants
Both President Trump and Republicans in Congress have proposed converting the Medicaid program from an openended entitlement program (with certain exceptions for Medicaid HCBS waivers) to a block grant indexed at substantially less than expected spending. Federal adoption of Medicaid block grants with major funding cuts would have a profound impact on LTSS. A recent literature review found little to no evidence that LTSS financing or delivery system reforms could achieve the level of savings envisioned in recent legislation (Wiener, Romaire, et al., 2017) . Implementation of the Medicaid block grants debated in 2017 would likely require major cuts to reimbursement, eligibility, and services.
Medicaid-Managed LTSS
Although LTSS has historically been provided almost entirely through a fee-for-service system, the use of capitated managed care organizations to provide LTSS is growing rapidly. Between 2011 and 2016, the number of states operating a Medicaidmanaged LTSS program mushroomed from 12 to 22 (National Association of States United for Aging and Disabilities, 2017). In addition, managed care organizations are the centerpiece of CMS's current Financial Alignment Initiative, in which 13 states are integrating Medicare and Medicaid financing for dually-eligible beneficiaries. These initiatives aim to hold one organization responsible for a range of services to improve care coordination and quality, reduce unnecessary hospitalizations, and improve participant satisfaction Despite these potential advantages, the use of managed care involves substantial risk. To save money, managed care organizations may limit provider networks, cut services for participants, pay substantially reduced rates to providers, and fail to authorize services in a timely manner. In a recent study, residential care providers reported that some managed care organizations decreased payment rates, which discourages providers from serving Medicaid beneficiaries (Lepore, Knowles, Porter, O'Keeffe, & Wiener, 2017) .
Federal Medicaid HCBS Rule
Historically, Medicaid considered noninstitutional services to be anything other than a nursing home, hospital, or intermediate care facility for individuals with intellectual disabilities. Federal Medicaid regulations issued in 2014 seek to more specifically define HCBS. In particular, community-based residential care settings (including assisted living facilities) funded through certain Medicaid authorities must provide homelike environments that de-emphasize the institutional character of the setting, integrate into the larger community, and offer person-centered care plans (Centers for Medicare & Medicaid Services, 2014) . Medicaid officials in several states have reported that small and rural residential care settings may have difficulty meeting the standards because they are geographically isolated from community-based services, lack transportation services to take people to activities in the community, and are unable to provide residents with kitchen access (Lepore et al., 2017) .
Conclusion
The number of people with disabilities who need LTSS is large, and sure to grow as the population ages. LTSS is With the near total collapse of the private LTC insurance market, the prospects for a meaningful role for private sector financing are dim. Nonetheless, public opinion surveys show that Americans strongly prefer individual responsibility over government responsibility for LTSS financing.
Despite these potential advantages, the use of managed care involves substantial risk. To save money, managed care organizations may limit provider networks, cut services for participants, pay substantially reduced rates to providers, and fail to authorize services in a timely manner.
evolving rapidly, with the shift to HCBS and Medicaidmanaged LTSS driving the transformation. Heavy dependence on Medicaid makes LTSS particularly vulnerable to initiatives such as block grants, which would reduce available resources. Furthermore, the disintegration of the private LTC insurance market makes it unlikely that private-sector initiatives could meaningfully contribute financially. How these changes work out will have great impact on whether either older people or younger persons with disabilities can obtain the services they need.
